SUMMARY The diets of 20 children with cystic fibrosis were analysed for energy and nutrient content with simultaneous measurement of energy losses in stools. Median energy intakes were in excess of the WHO estimated daily requirements (118.2%) when expressed as MJ/kg/24 hours, the excess almost accounted for by energy losses in the stools. When expressed as MJ/24 hours, however, median energy intakes were 98-7% of that estimated for normal children of median weight for age. Compared with recently published data for normal school children the fat content of the diet was reduced (30-0%) as were intakes of iron and zinc. Children whose whole milk intakes were high had the greatest amount of fat and energy in their diets and were able to absorb energy in excess of that recommended. We conclude that many children with cystic fibrosis are still on low fat diets and whole milk is the single most useful food for the provision of extra dietary fat and energy.
The traditional dietary advice given to families with children who have cystic fibrosis has been that they should be given diets low in fat in order that symptoms of steatorrhoea secondary to pancreatic disease may be alleviated.' In 1974, however, Crozier and his colleagues in the Toronto cystic fibrosis clinic reported that by increasing dietary fat and giving appropriate enzyme treatment, children with cystic fibrosis could benefit from the increased energy density of the diet. Early studies confirmed improved growth velocities and showed higher circulating blood cholesterol and triglyceride concentrations. 2 During the seven days of dietary recording, faeces were collected for three days using carmine dye capsules to mark a 72 hour sample. Three carmine capsules (300 mg) were swallowed with the evening meal, and another three capsules exactly 72 hours later. Stools were collected in polythene bags from the time of appearance of the dye in the faeces until the second appearance of the dye. The bag was kept in a sealed plastic container at room temperature until the collection was completed. It was then delivered to the laboratory and stored at 4°C until analysis. The gross energy content of the faeces was determined by bomb calorimetry using a ballistic bomb calorimeter (Gallenkamp Ltd) after freeze drying a sample of the homogenate.14 Homogenisation was achieved by suspending the faeces in a known volume of water using Stomacher Labblender (AJ Stewart).
The coefficient ofenergy absorption was calculated using the formula: 1-(gross energy of faeces divided by the gross energy of the diet). Gross energy of the diet was calculated from the available energy by using the factors 5-65xg protein, 9-3xg fat, and 3.75xg carbohydrate and fibre.15 Absorbed energy was calculated by multiplying energy intake with the coefficient of energy absorption. Dietary records were completed and faecal collections were successful in 20 of the 23 children. (fig 2) .
ZINC, IRON, AND CALCIUM INTAKES
Seventeen out of the 20 children had inadequate zinc intakes compared with the recommended amounts, 12 and 13 out of the 20 had low iron intakes.1' Only one child had a calcium intake less than that recommended for age. The study was not specifically designed to find out why children were on low fat diets, but it was our impression that in some cases the importance of increasing the fat content of the diet had not been sufficiently emphasised by medical staff or dietitians. Many families were eating what they regarded as normal diets, which included a variety of foods with reduced fat contents-in particular skimmed milk products. In the last few years such families have become more aware of the need to reduce fat in their diets to lessen the risks of atherogenesis.
We found that the children who had the highest fat and energy intakes were those taking more milk, in particular more whole milk. Those children who consumed mainly skimmed milk derived less nutritional benefit from this constituent of their diet (table 2) . This is hardly surprising when the nutritional compositions of whole and skimmed milk are compared (whole milk energy/100 g-272 kJ; energy proportions-fat 52-6%, protein 20-3%, and carbohydrate 27*1%; skimmed milk energy/100 g: 138 kJ; energy proportions-fat 2.7%, protein 41-2%, and carbohydrate 56.8%).
In some cases milk was taken with a dietary supplement but the nutritional contribution from the supplements themselves was low. Examination of the dietary records showed that in most cases the supplements were taken irregularly. Nutritional intervention studies have suggested that dietary supplements can improve energy intakes. 23 The object of the present study, however, was not to test the value of such supplements but merely to survey their use and contribution to the diets of a random sample of children attending the cystic fibrosis cystic fibrosis. 
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